two years later, 9.5.44 . the Lorenz position, 12.8.41. The Treatment of Bilateral Osteoarthritis of the Hips By P. A. RING, F.R.C.S. London PATIENTS who require treatment for an osteoarthritic hip fall into one of two groups. In the first the disease is confined to one joint, and the other hip is clinically and radiologically normal. In the second group both hips are affected, although only one may give rise to symptoms. There is rarely any difficulty in treating patients with unilateral arthritis, and good results can be obtained by a number of different procedures. On the other hand, success in a patient with bilateral arthritis of the hip is uncommon.
Since 1945 more than 300 patients have been subjected to major hip surgery at Guy's Hospital. Some of the patients who were initially regarded as suffering from arthritis of a single hip subsequently complained of pain in the other, but we were unable to find a single case in which a degenerative arthritis developed in a hip which was clinically and radiologically normal at the first examination. This does not necessarily indicate a fundamental difference between the pathology of these two groups, but it is an important clinical distinction which should be made at an early stage.
In assessing the different types of operations which have been performed in this unit one is particularly impressed by the frequency of hip arthrodesis. We have been very satisfied with the clinical results in these patients, although the rate of fusion leaves room for improvement, and fracture of the femur at the point of insertion of the nail is depressingly common. From time to time we have followed the orthopaedic fashions, at first with the Smith-Petersen cup, later the Judet arthroplasty, and after this, the Crawford Adams cup. More recently, perhaps belatedly, the McMurray osteotomy has found favour. Pseudarthrosis of the hip, with or without osteotomy, has tended to be reserved for the exceptional case. The type of arthroplasty which has been performed has been dictated mainly by the year in which the patient presented for treatment, but throughout the whole period there was a tendency to treat the more severely affected hips by arthrodesis.
In the patient with bilateral arthritis there are three possibilities: (1) The second hip is only slightly affected, and never gives rise to any serious trouble; (2) the second hip deteriorates, and requires surgical treatment; (3) both hips require treatment on the first admission.
In an attempt to discover whether the surgical treatment of one hip influenced the progress of disease in the other, we have reviewed the status of the second hip on a radiological and clinical basis. As might be expected, in almost all these patients, regardless of their initial treatment, degenerative changes in the second hip were progressive, and these changes were more pronounced on the clinical examination of the patient than on the radiographs. However, the rate of progress was not uniform. Some patients showed a rapid deterioration of the other hip; in others it was slight. We examined a number of factors to determine the cause of a rapid deterioration. The effectiveness of fusion in an arthrodesis clearly played no part, and neither did the position of fusion. Even if the arthrodesis failed to unite the other hip did not deteriorate excessively. Indeed, at review some of the most severely arthritic hips were seen in conjunction with a bony fusion on the other side in an excellent position.
In the patients with the various forms of arthroplasty the conclusions were very similar. There was a gentle deterioration of the other hip, regardless of the type of operation performed and, in general, regardless of its success. Occasionally, however, deterioration of the second hip was very rapid, and this may occur whether the arthroplasty has been successful or not.
We are left with the impression that it is the severity of the arthritis, and probably the nature of the arthritic process in the second hip, which determines its later deterioration. However, the treatment of the first hip may well determine whether or not the second requires operative correction. Severe arthritis in the remaining hip is compatible with good function in many patients with an arthrodesis. This, however, is also true of a good arthroplasty, and one certainly cannot argue that arthrodesis protects the second hip better than an arthroplasty. Indeed, if we simply compare the status of the hip opposite an arthrodesis with that opposite an arthroplasty, many years after the initial operation was done, we can see that these procedures are both of equal value. However, a satisfactory arthrodesis is usually more easily achieved.
In those patients who first present with a bilateral arthritis in which both hips require surgical treatment, we have in the past attempted to retain mobility in both hips. The possible permutations and combinations of operations are endless, and the results have been most disappointing. Only 6 out of 30 patients admit that they have been improved by their operations; they all use 2 sticks for walking; most of them still have pain in one or both hips, and the range of movement is often small. These results have been so depressing that we have now adopted the policy of arthrodesing the worse hip before considering surgery upon the other. With this approach one meets an occasional patient who manages to spare the other hip, so that surgical treatment is unnecessary. More commonly, however, the presence of fixed deformity on the other side, or a rapid diminution in the range of movement if the patient is immobilized, demands operative treatment.
It is generally agreed that a patient who has had one hip arthrodesed requires movement in the other, but we have one patient with a bilateral hip arthrodesis who preserved good function for many years, and brought up a family. As her age advanced she became more incapacitated, and eventually asked for one of the hips to be mobilized. If the problem is one of regaining movement we have had more success with a Batchelor type of pseudarthrosis than with any other measure, and it is our experience that the range of movement tends to increase rather than diminish as the years pass. We have occasionally performed a cup arthroplasty upon the second hip, but this operation is less certain in its results. If it fails to relieve the pain, a pseudarthrosis as a secondary procedure is a much less satisfactory operation. Occasionally one sees a free range of movement in the second hip, and in a patient of this type a McMurray osteotomy is usually the procedure of choice. It is rare to find patients with bilateral osteoarthritis with a free range of movement in both hips whose symptoms are severe enough to consider surgery, but in these patients a bilateral McMurray is probably worth while.
One of the major problems when both hips are treated surgically is the retention of a reasonable centre of gravity. Many of our operations have failed, not because the patient was not relieved of pain, but because the residual fixed deformity of the hip was such that the centre of gravity fell in front of the feet, and the trunk could only be supported by the use of two sticks.
In reviewing these patients one is impressed by the great difficulties in treating the patient with bilateral arthritis. Good results are rarely achieved in patients with two stiff hips, and mobility is rarely restored. These patients should clearly be advised to undergo surgical treatment before they reach the stage at which mobilizing operations become necessary.
Mr. T. T. STAMM showed a film on Metatarsocuneiform Arthrodesis.
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